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By acute pancreatitis I intend to include those cases of 
pancreatitis beginning suddenly and severely, usually but not 
always accompanied by pancreatic haemorrhage, and often asso¬ 
ciated after a few hours with fat necrosis. If the patient lives 
long enough and the disease progresses, necrosis of the pan¬ 
creas and local or general suppuration, one or both, may occur. 
In other words, acute pancreatitis is taken to he an acute affec¬ 
tion of the pancreas, probably inflammatory, beginning sud¬ 
denly and acutely and manifesting itself in one or more forms. 
The patients may die in collapse in the first few hours, or they 
may survive the stage of collapse to run the gauntlet of necro¬ 
sis or suppuration of the pancreas or diffuse peritoneal sup¬ 
puration. In some cases the disease appears to be arrested in 
the early stages, either spontaneously or as the result of treat¬ 
ment, so that at the outset it may be admitted that a sponta¬ 
neous cure is possible; but this seldom, if ever, occurs except 
in the milder cases beginning less acutely, and in these cases 
the diagnosis is only a probable one when unconfirmed by oper¬ 
ation or autopsy. 

In the following remarks, I refer only to the severe forms 
of acute pancreatitis. 

I may illustrate such cases by a summary of three cases 
I have operated upon, at the same time indicating the treat¬ 
ment to be recommended. As these cases have been already 
reported in the Medical and Surgical Reports of the Presby¬ 
terian Hospital, 1902, page 47,f I will merely give a brief 
resume. 

* Read before llie New York Surgical Society, May 27, 1903. 
t Also reprinted in the Medical News, December 20, 1902. 
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Case I.—Female, single, aged twenty-four years. Typhoid 
seven years ago. Two years ago, several attacks of cramp-like 
epigastric pain and vomiting for several hours. Present illness 
began three days ago with severe cramp-like epigastric pain. 
Vomiting since second day. Constipation in spite of cathartics. 
After twenty-four hours, pain most severe in right iliac region. 
Patient looks septic and very sick. Abdomen somewhat distended, 
rigid and tender, especially in right lower quadrant. No mass 
palpable. Diagnosis, diffuse septic peritonitis, probably from ap¬ 
pendicitis. Operation on day of admission, three days after onset. 
Appendix exposed and found normal. Considerable dark brown 
fluid in peritoneal cavity. Gall-bladder exposed and found some¬ 
what distended and adherent. Escape of similar dark fluid. 
Areas of fat necrosis in small and great omentum. Pancreas felt 
to be much eidargcd and hard. Fluid evacuated. Gauze drain¬ 
age. Suture. Fifteen hundred cubic centimetres saline infusion 
for collapse. Patient very sick for two days, bowels moved on 
third day. Left hospital in nineteen days, with two small sinuses. 
Lcucocytosis on day of operation, 39,000. Microscopically, sedi¬ 
ment of peritoneal fluid looks like decomposed blood. 

Case II.—Male, married, aged thirty-two years. Alcoholic. 
Several attacks of colic; severe attacks one year, four months, 
and five days ago; pain occasionally radiates to shoulder. Pres¬ 
ent illness began in the early morning of day operated on, with 
violent cramps and vomiting. Catharsis effective. Patient looks 
sick and septic. Abdomen slightly distended, rigid, and tender, 
especially in epigastrium and hypochondria, more particularly on 
right. No mass palpable. Marked collapse. Diagnosis, possible 
acute pancreatitis, Case I having been operated on five days be¬ 
fore. Operation about twelve hours after onset. Three-inch 
median incision above umbilicus, pancreas hard and enlarged, 
especially the head. Slightly turbid serum evacuated; otherwise 
nothing abnormal. No fat necrosis seen. Gauze drainage. Pulse 
feeble and rapid; temperature high for first four days. On 
removing drainage after forty-eight hours, considerable reddish- 
brown fluid escaped. Discharged cured in nineteen days. Leuco- 
cytosis 17,600 before operation. Fluid in peritoneal cavity gives 
reaction of pancreatic secretion, and shows under the microscope 
large cocci, evidently non-pathogcnic. 

Case III.—Male, married, aged twenty-nine years. Alco- 
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holic. Attacks of indigestion after drinking. On day of admis¬ 
sion to medical ward, vomiting and sharp pain in epigastrium. 
Abdomen tender, rigid, and distended. Bowels regular, stools 
dark brown, no free fat. Urine, 1050 sp. gr., twenty-eight grains 
of sugar to the ounce the first day, a trace the second day, and 
none subsequently. I saw him in consultation on the second, 
third, and fourth days of the disease. Diagnosis, acute pancrea¬ 
titis, from symptoms, mode of onset, and glycosuria. Operation 
advised. Improvement for a time, but ten days after onset, leuco- 
cytosis 26,000, and signs of diffuse septic peritonitis. Operation 
eleven days after onset. Median incisions, one above and one 
below umbilicus. Large quantity of foul, purulent scrum evacu¬ 
ated. Thorough irrigation. Separation of overlying adherent 
intestines, closing pelvis, opened an encapsulated pelvic abscess 
in which appendix was found swollen, but not apparently dis¬ 
eased. Pancreas felt very firm, hard, and enlarged, but collapsed 
condition did not allow its exposure. Gauze drainage through 
upper and lower wounds. For four or five days he was in des¬ 
perate condition, but then improved. He then had profuse diar- 
rlicea and emaciated rapidly at first, but later recovered some 
weight. Fluid from abdominal cavity showed streptococci, but 
not of the most virulent form. Discharged from the hospital in 
forty-one days. 

The first two cases were operated on in the early stages, 
the first on the third day and the second twelve hours after the 
onset. The first case was htemorrhagic, and showed fat necro¬ 
sis; the second case showed no fat necrosis or bloody fluid, but 
the latter appeared on removing gauze drain after two days, 
and it may have been too early for fat necrosis. 1 he last case 
showed marked early but temporary glycosuria. Bacteriologi- 
cally, the fluid in the last case showed streptococci, in the sec¬ 
ond case large cocci, and in tlie first case no mention of bac¬ 
teriological examination is noted in the history. 

For the purpose of diagnosis, severe acute pancreatitis 
presents quite a characteristic picture; so much so, that Hahn 1 
says that to make a probable diagnosis lies mostly in the realm 
of possibility. It occurs mostly in men of middle life (forty 
to sixty years, Ilahn). It begins suddenly, with intense epi- 
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gastric, colicky pain, later becoming general, severe vomiting 
and eructations, and distention of the abdomen, especially in 
the upper part. There is rigidity and tenderness of the abdo¬ 
men on pressure, with singultus. Marked collapse occurs and 
the face and extremities are cold, often cyanotic, and covered 
with a cold sweat. The temperature is low, often subnormal; 
the pulse is small and rapid (120-160). Death occurs in nearly 
all severe cases within four or five days. 

In addition, the diagnosis is made more probable if this 
group of symptoms occurs under conditions in which acute 
hxmorrhagic pancreatitis is most often found, i.c., in connec¬ 
tion with corpulence, alcoholism, gall-stones, gastroduodenal 
catarrh, traumatism, and arteriosclerosis. 'Alcoholism was 
marked in two of my cases and is often noted; it probably 
predisposes to pancreatitis by causing gastroduodenal catarrh. 
The association of acute pancreatitis with gall-stone disease was 
clearly shown by Opic, especially in the case of a stone obstruct¬ 
ing the papilla, and many cases are now reported where this 
association with cholelithiasis was noted. In many such cases 
of obstruction of the common duct pus can be pressed out of 
the pancreatic duct (Robson). Mr. Robson 2 says that the 
causes of disease of the pancreas are the same as those of the 
gall-bladder. Although in the latter an infection from the 
duodenum is more often observed, it is not clear why the 
pancreas should be so often free from the invasion of the 
infection, unless it be due to what Trubart 3 calls the ex¬ 
quisite bactericidal property of the pancreatic secretion. Rob¬ 
son adds that there are three ways of infection; (1) from 
the organs in contact; (2) from the blood; (3) from the 
duct; and lie thinks the latter is the more common. It is 
here assumed that the disease is an infection; and I think that 
this is the case; cultures taken from the affected pancreas 
post-mortem almost always show micro-organisms, mostly 
bacillus coli commune, and in two of my cases the peritoneal 
exudate showed cocci. Experimentally this view is abundantly 
upheld. Yet some still look upon pancreatitis as a noil-inflam¬ 
matory affection, notably Trubart 3 in his recent work on the 
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pancreas. The relation of trauma to haemorrhagic pancreatitis 
is illustrated by experimental observations and several reported 
cases, 4 which also indicate that the fat necrosis is the result 
and not the cause of the inflammation. The pancreatitis may 
occur soon after the trauma or not until after months or a year. 
The escape of the pancreatic secretion into the peritoneal cavity 
after trauma gives rise to fat necrosis and the symptoms and 
signs of acute pancreatitis. 

The two conditions from which a differential diagnosis 
is most often required are intestinal obstruction, high up, and 
peritonitis from a perforated gastric or duodenal ulcer. 

While acute pancreatitis and obstruction from the press¬ 
ure of the swollen pancreas may coexist, as pointed out by Rob¬ 
son, this probably rarely occurs. The distention in pancreati¬ 
tis is usually less general and pronounced than in intestinal 
obstruction; the obstruction less complete,—so that flatus may 
often be passed and repeated enemas may sometimes relieve 
it,—the pulse is more rapid, the temperature more apt to be 
slightly elevated; there is often a history of previous attacks 
of colic, the vomiting is not apt to become stercoraccous, and 
leucocytosis is more pronounced. If in addition the disease 
comes on very acutely with collapse, and if one or more of the 
predisposing conditions exist, the diagnosis can often, if not 
usually, be made. It is trite, however, that many cases of 
acute pancreatitis have been operated upon early for intes¬ 
tinal obstruction. In such cases the presence of fat necrosis is 
almost pathognomonic of pancreatitis. 

In perforation of a gastric or duodenal ulcer, premoni¬ 
tory symptoms of the disease will usually have been present, 
including pain on eating, luematemesis or black stools, and 
anaemia. The tenderness and rigidity are present but less 
marked, while the absence of liver-dulness, from early intes¬ 
tinal paresis, occurs almost at once. In phlegmonous chole¬ 
cystitis and gangrenous appendicitis the location of the early 
tenderness is usually sufficient for diagnosis, But “ as the 
only diseases which acute pancreatitis is likely to simulate are 
such as can only be relieved by surgical treatment, if we can 
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prove that operation is beneficiat in this class of cases, we shall 
have established the advisability of operating in all cases of 
peritonitis starting in the upper half of the abdomen.” 5 

A point I would like to emphasize is the following: 

The diagnosis of severe cases of acute pancreatitis, with 
the typical picture already given, is easier than that of the less 
acute cases or the subacute; Hahn 1 says the suppurative forms 
appear milder, less severe, and less fatal. Last summer I saw 
two such cases of pancreatitis with local suppuration, and in 
neither did I make the diagnosis, though I was on the lookout 
for acute pancreatitis. One of these cases, seen a month or 
more after the onset of the attack, was reported by Dr. F. Til- 
den Brown before this Society last winter., and presented symp¬ 
toms and a tumor which suggested an affection of the kidney. 
The other presented symptoms of general peritoneal sepsis in 
addition to a uterine fibroid. 

There are a few other factors which may assist in the 
diagnosis of pancreatitis, but more especially of the less acute 
forms. Glycosuria is rare in the experience of Robson and 
in the series of reported cases. In this connection one point is 
to be noted. Flcxncr 0 found in experimental pancreatitis 
that glycosuria appears early (thirty minutes the earliest) and 
disappears after a few days, even in lasting alterations of the 
pancreas. In Case III, the only one of my cases in which it 
was found, it was present only during the first two days, and 
in large percentage only on the first day. If, then, we are to 
look for glycosuria, it is probable that it will be found mostly 
in the first days of the attack, and then only in a small per¬ 
centage of cases, but perhaps a larger percentage than has 
been supposed. Free fat and undigested muscle-fibres in the 
stools are two other signs to be looked for in a certain number 
of cases. According to Fitz, 7 the former occurs only or mostly 
when there is associated liver disturbance. In twenty-nine 
cases where free fat was found, jaundice was present in only 
twelve and glycosuria in only eleven cases. Jaundice and glyco¬ 
suria were seldom present at the same time. In eight cases 
where undigested muscle-fibre was found, there was glycosuria 



732 


GEORGE WOOLSEY. 


in six, free fat in five, and jaundice in only two. Robson con¬ 
siders fat in the stools more common than glycosuria. In 
diagnosis, Fitz’s rule is to be borne in mind: Acute pancreati¬ 
tis is to be suspected when a previously healthy person or a suf¬ 
ferer from occasional attacks of indigestion is suddenly seized 
with violent pain in the epigastrium, followed by vomiting and 
collapse, and in the course of twenty-four hours by a circum¬ 
scribed swelling, tympanitic or resistant, with slight rise of 
temperature. In the acute stage the tumor cannot be palpated 
without an anaesthetic, on account of the tenderness and 
rigidity. 

Treatment .—Hahn ! says that most cases of the severe 
form of acute pancreatitis die within four or five days. Many 
indeed die in the first twenty-four hours. Some pass on into 
the later stages of the process and develop general peritonitis 
or local abscess with or without necrosis of the pancreas. In 
a very few cases the process seems to become arrested. The 
question arises, Have we any means to favor this arrest of the 
process? I think we have in early incision, thereby confirming 
the diagnosis, evacuating the fluid, and establishing drainage. 

It has been commonly advised hitherto to delay operation 
until the symptoms of collapse have passed off. This means 
leaving many cases to die unaided. Experience has shown 
that we have no better means of overcoming the collapse than 
an evacuation of the septic peritoneal exudate and an intrave¬ 
nous infusion, provided the operation is not prolonged. All 
this may be done under cocaine antesthesia. The argument is 
also advanced that the percentage of mortality after operation 
is less if we wait for a local abscess to form. This was the 
position taken by Bloodgood in a paper read before the New 
York State Medical Society at Albany in January, 1902, based 
on reported cases alone. The argument appears to me to be 
entirely fallacious. In the first place, it takes no consideration 
of the large percentage that die in waiting for such a favorable 
occasion. In the second place, many, such as my three cases, 
never develop a local abscess, but the process is diffuse front 
the outset. In the third place, a similar argument might with 
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equal propriety have been advanced against the early opera¬ 
tion for appendicitis in the early days of the operation. From 
statistics, it might then have been said that it was safer to 
open a perityphlitic abscess than operate on the inflamed appen¬ 
dix through the peritoneum, without taking into account the 
number that died of peritonitis without the formation of a 
perityphlitic abscess. 

We may admit with Kortc 8 that the prognosis in cases of 
necrosis or local abscess of the pancreas is better the later the 
operation becomes necessary. If they do get over the symptoms 
of obstruction and collapse and go on to local abscess, the prog¬ 
nosis is so much the better; but it is not safe, and therefore 
not wise, to wait for this possibility in the severe acute cases. 

But what are the results of early operation? This has 
most often been undertaken to relieve the supposed obstruc¬ 
tion of the bowels, for which the pancreatitis was mistaken. 
Most of the cases have died; a few recoveries have been re¬ 
ported. We must admit with Kortc that almost all the cases, 
and this is characteristic, taken for intestinal obstruction and 
operated on as such have died, for the patients are collapsed and 
unable to stand the prolonged operation of search for the 
obstruction. 

The proper procedure, in my opinion, is that employed in 
the three cases I have cited, which is essentially like that 
strongly advocated by Hahn. 1 The latter, in view of the ease 
of a probable diagnosis, advises against the commonly prac¬ 
tised and recommended symptomatic and expectant treatment 
and in favor of a small median incision. If through this the 
presence of fat necrosis is established, further operation is to 
be avoided except for evacuation of the peritoneal fluid and 
drainage. If no fat necrosis is present, then the small intes¬ 
tine is to be searched for obstruction. Before this is done, how¬ 
ever, I would advise palpation of the pancreas, or even its 
inspection through an opening in the gastrocolic ligament. 
Every extensive operation is to be rejected in such collapsed 
patients. 

Without making a complete review of recent literature, I 
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have found several successful cases reported which were oper¬ 
ated on in this way. Hahn reports one, and another case of 
bullet wound of the pancreas; P. Leusden # another, Halstcd 
one, Cases I and II make two more, and Bevan, of Chicago, 
in a personal communication to me, reports two cases of inci¬ 
sion, evacuation, and suture without drainage. Mayo 10 reports 
another case where in addition he removed a large gall-stone. 
Halsted’s case is peculiar in this, that the patient later developed 
the same symptoms, and recovered under his observation with¬ 
out operation; so that it can hardly be classed with the cases 
whose results strongly favor this plan of treatment. We must 
admit that the operation affords no security against recurrence, 
for we cannot do a radical operation, as in appendicitis, from 
the very nature of the case. Hahn’s case, on the other hand, 
was considered moribund. He reports three similar cases end¬ 
ing fatally where the operation was more prolonged and exten¬ 
sive. 

How does this simple operation cure the condition? As 
Korte says, to bring about a cure by this operation, the process 
in the pancreas must not overstep a certain stage,—that is, 
the operation must be done early, and the process must stand 
still and not advance after the operation. In my cases I did 
nothing more because the collapsed condition of the patients 
would not allow it. I fully expected to have to operate later 
for an abscess or necrosis of the pancreas, perhaps exposing 
the latter as Robson has advised in the costovertebral angle. 
To my surprise, not only the patients recovered but required 
nothing further. It must be that the evacuation and drainage, 
with or without irrigation, arrested the progress of the pan¬ 
creatitis by removing the septic fluid, which, if left, leads to 
general or local peritonitis, or by relieving the tension, and 
thereby the congestion. Robson, 2 speaking of the treatment 
of this condition, says that, as in gangrenous appendicitis, so 
in this equally lethal affection, an early exploration is demanded 
in order to evacuate the septic material and adopt free drain¬ 
age. If an irreparable condition has already been reached in 
■the pancreas, then the necrosis will proceed and pus form; 
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but at least we gain time, and by the operation we can bring the 
patient into the second stage or to a cure. In my third case 
eleven days elapsed between the onset of the attack and the 
operation, and yet the pancreatitis resolved, showing that a 
cure can sometimes be expected from the same simple means 
after a considerable interval. As before indicated, the opera¬ 
tion may readily be done, if desired, under local anaesthesia. 

If, then, by a simple operation in the acute stage, if de¬ 
sirable under cocaine anaesthesia, we can both combat the col¬ 
lapse and cure the condition, the operation not only may be, 
but should be, done. 

In conclusion, i. In the severe acute cases of pancreati¬ 
tis, the symptom complex, in connection with some predis¬ 
posing factor or factors, and perhaps some other early signs, 
renders it possible to make a probable diagnosis. 

2. The diagnosis is easier than in the less acute cases. 

3. It is only likely to be mistaken for conditions which 
also require early operation. 

4. The finding of fat necrosis at the operation confirms 
the diagnosis. 

5. The treatment should consist of early operation, in¬ 
cluding infusion for collapse, evacuation, and drainage. This 
may be done under local anaesthesia. 

6. Extensive or prolonged operations are not justifiable. 
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